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 D 000 Initial Comment  D 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

This Statement of Deficiencies was generated as 

a result of the Complaint Investigation conducted 

at your facility on 3/3/10.  This State Licensure 

survey was conducted by the authority of NRS 

449.150, Powers of the Health Division.

The facility is licensed for  thirty-two residential 

program beds for the treatment of abuse of 

alcohol and drugs.  One employee files were 

reviewed.  

Complaint #NV00024551 was substantiated, but 

due to the actions taken by the facility, no 

deficiencies were cited.

 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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